The 760-bed university hospital where the author works in Uijeongbu receives the majority of severe patients from Yeoncheon and Pocheon in the northern part of Gyeonggi province, and from the adjacent Donducheon, due to its geographical characteristics. At this hospital, I reviewed a total of 47 cases of HFRS, which are reported mandatorily as cases of a legally designated infectious disease, between 2014 and 2017.
Clinical diagnosis was prioritized over consistency with the reporting criteria for infectious diseases. Specifically, patients whose clinical presentation and serological test results were both consistent with HFRS were classified as a 'definite case', patients who were difficult to diagnose with HFRS based on both clinical presentation and serological test results were classified as a 'misdiagnosis', and patients who could be classified as neither a 'definite case' nor a 'misdiagnosis' were considered a 'possible case' ( Table 1) . We examined the antibody titers for 25 patients classified as a 'definite case'; among 18 patients who underwent antibody (AB) tests once, the results were 1:2,560 for 4 patients, 1:1,280 for 6 patients, 1:640 for 3 patients, 1:320 for 1 patient, 1:160 for 2 patients, and 1:80 for 2 patients. Among 7 patients who underwent serial follow-up, 3 patients were initially negative but progressed to a positive result of 1:160 (1 person, 4-day interval), 1:320 (1 person, 4-day interval), and 1:1,280 (1 person, 5-day interval), while 4 patients showed an increase from an initial titer of 1:80 to a later titer of 1:160 (1 person, 4-day interval), 1:320 (2 persons, both 9-day intervals), and 1:1,280 (1 person, 5-day interval). Among 14 patients classified as a 'misdiagnosis', apart from 1 patient who was negative in two tests performed at a 4-day interval, the remaining 13 patients only underwent the antibody titer test once. The results were negative for 3 patients, 1:80 for 9 patients, and 1:160 for 1 patient (who also showed a Tsutsugamushi Ab titer of 1:1,280).
The proportion of reported cases classified as a 'misdiagnosis' shows a gradually increasing trend, and in nationwide statistics from the KCDC, since 2011, the number of reports of 'suspected cases' has become much higher than that of 'genuine cases' [2] , which suggests that the accuracy of diagnosis may be decreasing. Of the 25 'definite cases', 10 (40%) occurred in Yeoncheon, and the percentage of these occurring in each quarter of the year, respectively, was 40%, 10%, 10%, and 40%, which differs from the results reported by Park et al. [3] , of 17.7%, 21.0%, 25.8%, and 35.5%. The study period for these results was different, with my study conducted over the last 4 years, and Park et al. [3] investigating the 15 years from 2002 to 2016. In addition, as shown in Table 1 , the mean proportion of 'misdiagnoses' among reported HFRS cases at Uijeongbu St. Mary's Hospital in the last 4 years is 29.8%, demonstrating that detailed chart review by a clinician is essential to accurately ascertain the incidence of HFRS. However, because we do not have data for 2002-2013, it is difficult to compare directly with the results of Park et al.
It is clear that minor epdiemics of HFRS are disappearing and cases are being reported throughout the year. However, it seems that there is still seasonal variation, with most cases in the northern part of Gyeonggi province occurring between October and December. Notably, in our investigation, 4 of the 6 'definite cases' between January and March occurred in Yeoncheon. In order to accurately analyze seasonal variation, it will be necessary to study other endemic areas with a high HFRS incidence, in addition to Yeoncheon, specifically investigating patterns for 'definite cases'. In addition, serial serology tests will be essential to confirm diagnoses. 
